Acute esophageal perforation is a rare but potentially fatal event. The conventional management has been surgical repair. Recently growing literature is emerging regarding the role of endoscopic therapy for managing these events. Endoscopic suturing is a novel technique that may serve a role in treating these patients; however, experience is limited.
Our case describes the successful application of endoscopic suturing for primary therapy of an acute 3-cm esophageal perforation (Video 1, available online at www. VideoGIE.org). An 83-year-old man with recurrent esophageal strictures underwent outpatient EGD because of persistent dysphagia. The EGD revealed a tortuous esophagus and a mid and distal esophageal stricture. Dilation with a wire-guided 36F Savary dilator (Boston Scientific, Marlborough, Mass, USA) was performed. Postdilation endoscopy showed a deep mucosal rent in the mid esophagus (Fig. 1A) . The procedure was terminated, and the patient was transferred to the intensive care unit (ICU) for a water-soluble esophagram, which revealed a large but contained perforation of the mid esophagus (Fig. 1B) .
After the patient was admitted to our ICU, the cardiothoracic surgery service was consulted, and the decision was made to have the patient undergo endoscopy for possible endoscopic therapy. Our plan of action was to evaluate the perforation and attempt to seal it primarily, using endoscopic suturing, over-the-scope clips, or throughthe-scope clips. If closure was not feasible, then a fully covered endoscopic stent would be placed to seal the leak. The patient underwent emergent endoscopy with CO 2 insufflation, which revealed a 3-cm-long fullthickness perforation into the mediastinum, spanning from 35 cm to 38 cm (Fig. 1C) . On the contralateral wall of the esophagus from 39 to 40.5 cm, there was another partial-thickness laceration of the wall. Subsequently, a double-channel therapeutic endoscope preloaded with an over-the-scope suturing system was inserted through an overtube.
With full-thickness tissue purchases on the edges of the perforation, a running stitch was used to appose the edges of the perforation site with a 2-0 nonabsorbable polypropylene suture (Fig. 1D) . A total of 3 sutures were placed in a running stitch pattern, with an average of 3 bites per suture to completely close the perforation (Fig. 1E) . Subsequently, the more distal 1.5-cm partialthickness laceration was closed with 3 through-the-scope clips (Fig. 1F ). An immediate postsuturing/clipping esophagram demonstrated no ongoing extravasation of contrast material (Fig. 1G) . The patient's diet was slowly reinitiated, and he was discharged 8 days after the initial admission. His clinical condition was stable at 7 months of follow-up, with no further dysphagia.
This case demonstrates the efficacy and safety of endoscopic suturing to treat acute, emergent esophageal perforations with long-term durability.
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